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Cell 
Case Report
A seventeen-year-old boy was referred to our hospital on August 1991 complaining of continuous pain of his left wrist joint. He had initially noted the pain in May 1991 while playing volleyball. On physical examination, his wrist joint showed severe swelling with local heat and tenderness ; the range of motion of his left wrist joint was slightly limited. Laboratory data showed only a slightly elevated serum alkaline phosphatase activity. Plain roentgenogram showed an osteolytic lesion at the distal end of the radius (Fig.  1) . Arteriography demonstrated hypervascularity at that area. An operation by which the tumor was curetted was performed in August 1991. Investigations of other lesions, such as bone or extraskeletal metastases, were not performed at that time because giant cell tumor was suspected because of clinical and radiological findings. Pathological diagnosis was indeed of a giant cell tumor with spindle-shaped or ovoid-shaped stromal cells, a few mitotic figures and osteoclastic type giant cells (Fig. 2) . In September 1991, radiological findings of his left wrist joint showed local recurrence with an expanded lysis and loss of the sclerotic margin (Fig. 3) . Wide resection of this tumor followed by a vascularized fibular graft with fusion of the left wrist joint was performed in October 1991. Pathological findings were similar to those at the time of the initial operation. However, in April 1992, soft part swelling suggesting local recurrence was again prominent (Fig. 4) . We consulted pathologists to confirm that pathological findings were truly compatible with those of giant cell tumor because this local recurrence was unexpectedly early. They unanimously replied that thesefindings were compatible with those of giant cell tumor, not those of osteosarcoma. Because of deterioration in the clinical findings, we started chemotherapy using pirarubicin, ifosfamide and carboplatin ; despite that treatment, local swelling worsened with severe pain. Upper arm amputation was performed in September 1992 because of the bad local condition. Pathological findings were similar to those of the previous two operations. In December 1992, the patient complained of low back pain. Plain roentgenography showed a compression fracture of the third lumbar vertebral body. Chest roentgenography also showed pulmonary metastasis at that time. In June 1993, the patient became unable to walk because of spinal cord palsy below the level of 
